role of the nation's more than 120 academic medical centers, these institutions prospered. They were thus able to continue their traditional emphasis on the provision of sophisticated patient care, combined with heavy involvement in medical research and the education of physicians and other clinical professionals (1, 2) . A decade ago, however, high costs of care became a major concern for academic medical centers, when their financial well being was threatened by developments that included Medicare's implementation of the DRG-based prospective payment system, along with major changes in the public funding of medical schools (3) .
Although in the end academic medical centers successfully weathered the changes of the mid-1980s, they now face another, similar crisis (1, 4) . As managed care organizations (MCOs) and other purchasers of care move aggressively to ally themselves with low cost providers, higher cost academic medical centers are being left out of such arrangements, and therefore are in danger of losing substantial numbers of patientsand the income they represent-at the very time they have come to depend as never before on patient revenues (5 
METHODS
The project site is a large academic medical center in the Midwest that in 1991, when the CEI began, had a total of almost 900 inpatient beds and employed over 11,000 people, of whom more than 700 were physicians and other faculty. The medical center enrolled over 1,500 medical students, residents, fellows, and other graduate students. Its faculty and staff were providing over 700,000 patient visits per year, and its research faculty received close to $100 million in grants per year. The faculty practice plan was generating over $230 million in gross annual revenues.
In the 5 years before the start of the CEI, hospital management at the medical center had implemented a nationally recognized total quality management program, primarily in its administrative and support services areas. By 1991 the medical center's leadership believed the institution's experience and success with TQM in nonclinical areas placed it in a strong position to extend TQM principles to the center's core clinical activities, as many in the field were urging be done and as the medical center's leaders themselves believed they would have to do to achieve higher quality and efficiency of care (12) (13) (14) . In contrast, the teams using the 3-step process followed a design intended to minimize the burden on physicians and other clinicians while still ensuring that they actively participate in all key decisions; hence the emphasis in the 3-step process on holding as few meetings as possible, and on relying heavily on staff for data collection and analysis activities. The only TQM-associated tools used consistently in the 3-step process were flowcharting and brainstorming, because flowcharting could be done by specially trained staff, and brainstorming could be taught to the teams on the spot, as needed.
As reflected in Table 2 , the hybrid process is an amalgam of the two other processes. It relies on many more TQM tools and techniques than the 3-step Figure 1 , including plan implementation.
RESULTS

Total Quality Management
Based on the criteria just described, the work of the 10 teams was assessed. As shown in Table 3 However, the most striking relationships emerge when the support of clinicians and that of managers are considered simultaneously: they jointly account for all four types of outcomes (Table 5 ). As might be expect- Teams that hewed closely to TQM approaches were just as successful-and unsuccessful-as those that did not (see Table 4 ). Moreover, two techniques currently closely associated with TQM, brainstorming and flowcharting, were used by all teams (see Table 2 ). Not 
